uberculosis is a serious public health problem which causes a significant mortality rate in undeveloped countries. Its incidence is advancing due to increased HIV infection and immune-suppressive treatment result from migration in developed countries. 1 Tuberculosis may involve in lungs as well as in many other areas of the body (abdomen, peritoneum, intestines, etc.).
Intestinal tuberculosis may be primary or secondary. The secondary form is associated with lung. It is more commonly seen in young adults durSmall Intestine Perforation in Systemic Tuberculosis: Case Report A AB BS ST TR RA AC CT T The incidence of intestinal tuberculosis (ITB) is ever-increasing in western and developed countries. ITB is experienced as various complications including perforation. Our patient was operated due to acute abdominal pain. There was a mass in ileocecal valve, two perforations in ileum, nodular lesions, and strictures in large part of small intestine. Mikulicz ileostomy was achieved following the small intestine resection. ARB test was performed due to suspected tuberculosis. Then, anti-tuberculosis treatment was initiated based on the positive +++ ARB. After the treatment, the mass was still observable by the colonoscopy. The patient was retaken to the operation. It was seen that intestinal nodules and strictures regressed. Right hemicolectomy was applied for the mass in the cecum. It should be remembered that early diagnosis and anti-tuberculosis treatment facilitate the improvement and healing of the anastomosis. Even if there isn't tuberculosis sign in ileocecal masses, tuberculosis should be considered for differential diagnosis. Ufuk UYLAŞ, ing the second and fourth decades of life, and its incidence is similar in both genders. 2, 3 It is possible that whole of the intestines may be affected, but the most commonly affected area is the ileocecum. 4, 5 Tuberculosis Peritonitis is a rare form of tuberculosis. It is an insidious disease characterized by systemic symptoms (fever, lost of appetite and fatigue) and nonspecific abdominal pain.
Studies performed in endemic regions have shown that intestinal involvement frequently causes terminal ileum obstruction (~75%). 6 However, it can be seen in the jejunum in children and individuals with impaired immune function. 7, 8 In the present case presentation, we have reported tuberculosis that involved the ileocaecal valve and caused obstruction.
CASE REPORT
71-year old male patient applied to General Surgery Outpatient Clinic with a knife-like abdominal pain for two days. There was a gas and stool discharge and no nausea, vomiting, diarrhea or constipation. On the abdominal examination, acute abdomen signs were determined and direct radiography was obtained for suspected perforation. There was free-air under the diagram and we decided to perform an emergency surgery. His laboratory results were unremarkable except the increased WBC level (25.600 mm 3 ). During the exploration, widespread pus and small intestine content were seen. There was a mass involved in the ileocaecal valve and two perforations about 1 cm in size located in 90 and 110 cm proximal of the ileum. Also, there were nodular lesions and strictures in almost whole of the small intestine. Mesenteric lymph nodes were enlarged. Small intestinal resection and Mikulicz ileostomy were performed to encompass the perforations. The acidresistant bacilli (ARB) culture test was examined because of the presence of widespread nodules on lung X-ray. The result was positive (+++) Figure 1 so, anti-tuberculosis treatment was initiated. According to the pathology report, there were caseification granulomatous inflammation and intestinal tuberculosis. Figure 2 shows the granulomas composed of epithelioid histiocytes with Langhans type giant cells. The patients received tuberculosis treatment for 6 months, and control colonoscopy was scheduled. A mass was observed again in the ileocecal valve by the colonoscopy. Therefore, the patient was reoperated. Right hemicolectomy was performed. During the exploration, it was seen that nodules and strictures regressed in the small intestine. Postoperative wound healing was good. Oral feeding was initiated on the postoperative second day. The patient voided on the third day and he was discharged from the hospital on the fifth day.
DISCUSSION
Intestinal tuberculosis is a diagnostic dilemma because it mimics the symptoms of Crohn's disease, amebiasis, colon carcinoma and histoplasmosis. The first-line investigations are colonoscopy and biopsy for definitive diagnosis. Linear ulcers, pseudopolyp, nodules and deformed cecum are typically seen on colonoscopy. 11 Our patient was applied with acute abdomen signs and perforation seen during the exploration. The diagnosis of the patient was confirmed by pathology following the intestinal resection.
Abdominal tuberculosis occurs in three major form; (1) Acidic form, (2) Obstructive plastic form and (3) Glandular form with mesenteric nodes. Rarely seen symptoms include stricture, fistula, nodule and associated conditions. 12 In our case, enlarged lymph nodes and a mass causing ileocaecal obstruction were determined. Also, there were widespread nodules and strictures in the small intestine.
Manifestations may emerge as acute, chronic or both acute and chronic symptoms. Fever (40-70 %), pain (80-95%), diarrhea (11-20%), constipation (11-20%), weight loss (40-90%), loss of appetite, acid, abdominal distension, night sweating and hematochezia are observed in most of the cases. 13 In our case, there was the abdominal pain, no diarrhea or constipation was reported. Acid or hematochezia was not determined by the examination.
In most of the cases, retarded inflammation results the masses caused obstruction, adhesion, and lymph node enlargement. Initial operation is performed by intra-abdominal irrigation and perforation control because of the advanced inflamed small intestine. In secondary laparotomy, it can be observed that multiple perforations proceed to jejunal segments.
14 Since our case was delayed, there was widespread contamination so, the anastomosis was impossible, Therefore, Mikulicz ileostomy was performed. No secondary laparotomy was needed. After the anti-tuberculosis treatment, right hemicolectomy was applied.
As a conclusion, it should be remembered that early diagnosis and anti-tuberculosis treatment facilitate the improvement and healing of the anastomosis. Even if there is not tuberculosis sign in ileocecal masses, it should be considered for differential diagnosis.
